This article elaborates a typology of organisational responses during the first decade of AIDS/HIV in a dozen Western European countries. We~Care mixes: that is, the division of task between all producers of welfare (both private and public), and the processes at work in these policies, are analysed. Three types are identified, presenting unexpected variants in respect to general typologies of Western welfare states. They underline the importance of non-profit actors and also argue that new forms of co-operation between those actors and public ones can lead to renewed management of the main social issues currently facing Western welfare states.
Introduction '
Over the past few years, research in social policy has moved in two new directions. On one hand, there was a development from an approach centred on the understanding and analysis of state actions toward a new approach which takes into consideration the entire welfare system. This new approach investigates the role of the state when it is no longer the most important actor (Flora, 1986) . It therefore includes the analysis of the family as well as other organisational forms, including non-profit and for-profit organisations.
On the other hand, growing attention is now beinggiven to the analysis of the conditions for competition and, even more important, for cooperation which can be established in the field of a given social policy.
The core concept in this research orientation is the we~-are mix (Evers, 1993 (Evers, , 1995 , which permits description of institutional settings between private and public actors who jointly produce public policy. The welfare mix approach sees three basic organisational principles at work in society: the bureaucratic principle, the market principle and the solidarity principle.
Between these three principles lies an intermediate field of actors with mixed organisational principles, which can be called the 'third sector' or the 'non-profit sector'. We prefer, along with authors such as Bauer (1990) , Billis (1989) and Evers (1991) , to avoid the term 'sector'. This is in order not to postulate the existence of only one dominant organisational principle or a homogeneous logic of action, or of actors who are structurally similar. Our main objective in adopting this approach is to make an inventory of all existing relationships between the different actors (and not between the different sectors) and then to look for relationshipsor synergies -which exist or are potential.
Efforts to link these two approaches -the first aimed more at the analysis of a constellation, the second looking at the dynamics within this constellation -indicate that contemporary social policy research is highly sensitive to a more complex approach to the production and realisation of social policy. This same sensitivity guides this article, where our objective is to analyse HIV/AIDS policy in Western Europe. More precisely, we proceed with this analysis at the level of the national states 1 and look at the different organisational responses to HIV/AIDS. Our data are based on the 'WHO/Eurocentre-Collaborative Study on Managing Aids'. For Austria, Belgium, Italy, Portugal, Sweden and Switzerland, the main sources are the papers produced in the framework of that ]project. 2 For the other countries discussed here (France, the United Kingdom, Norway, Denmark, the Netherlands and (West) Germany), several secondary sources and documents edited by the World Health Organization (in particular the Global Programme on AIDS) and the European Council were examined. We also consulted a large amount of information produced by governments or non-profit organisations. As far as possible, an attempt was made to cross-check sources of different origins (scientific, official/ governmental and grassroots organisations). The study was restricted to Western European countries because these appear to be part of a body culturally and economically sufficiently comparable to allow an equivalence in concepts. Nevertheless, some countries could not be included in our analysis because we lacked suffident information on the main variables.
Analysing HIV/AIDS policy
Political science researchers engaged in the analysis of HW/AIDS policies follow two main directions. At one level, they ask how public administrations and society as a whole reacted when faced with a major collective public health risk such as HIV/AIDS. To answer this question, it is necessary to analyse programmes established or measures taken in the field of HIV/AIDS and organisational aspects of the management of HIV/AIDS. This approach implies an analysis of the division of labour between social actors or, to refer to the terminology introduced above, an analysis of the welfare mix in the field of HW/AIDS. In addition, political scientists have also tried to understand how the specificities of HIV/AIDS were taken into consideration by the specific programmes and measures. In other words, the question asked by political scientists is: what kind of policy is most effective in the fight against HIV/AIDS.
These two tracks for research concern the instruments and the content of the programmes designed to fight HIV/AIDS. This article attempts to combine these two tracks. In particular, the institutional settings in the management of HIV/AIDS are identified, and the insertion of HIV/AIDS policies into the more general framework of social policy is analysed. The link explaining the relationships between the instruments and contents of the programmes will be given by introducing a dynamic dimension into the analysis. This dimension, which we call political process, will allow us to understand decisions taken in the HIV/AIDS field through an analysis for each country of the balance and dynamics of power between actors in the field. In the following pages, we will present only an aggregate and summarised view of the results which figured in a more detailed analysis (Cattacin and Panchaud, 1994) . The focus of this article is an analysis of the contents, the welfare mixes and the political processes in four important fields of HIV/AIDS policies. These are: prevention; medical and psychosocial care; control and policy coordination; and research. We then concentrate on the development of a typology of HW/AIDS policies.
The content of HIV/AIDS policies
We begin by noting how policies were categorised with regard to each of the four fields noted. First, for the field of prevention, we focused on prevention aimed at the general public and on five specific themes: promotion of the use of condoms; transmission of technical information; solidarity; fidelity; and the promotion of responsibility. Two main tendencies regarding prevention could be discerned. The first is characterised by moralising messages expressed in an indirect style or in a non-explicit manner when referring to sexual activities; the other is only slightly moralising or not at all, in a direct or indirect style. 'Moralising' includes the promotion of (marital) fidelity or 'normal' relationships, the projection of guilt onto people with HIV/AIDS, reference to fear of the disease and the promotion of condoms as a protection against other ('bad') people. Moralising can be based on traditional and religious justifications, as in the Catholic countries of Southern Europe or, as in Sweden for instance, can condemn all forms of behaviour which are unsafe and hence irrational.
Second, the medical and psychosocial care component was evaluated by considering the presence or absence of an emphasis on medical aspects and by an examination of territorial distribution. The homogeneity of availability and quality of services, the integration of medical and psychosocial aspects, and the existence of a systematic policy to improve medical and psychosocial care structures and adapt them to the challenge of HIV/AIDS were all taken into account. Third, the extent of control and policy co-ordination was determined by analysing the reporting system of epidemiological data for HW/AIDS and the degree of anonymity protection for people with HW/AIDS. Finally, for research, we considered the scope and systematicity of evaluation of prevention and of HIV/AIDS policy. Table 1 presents a summary of the outcome of applying these categories to the countries in the study. Clustering the most similar combinations, we identified three groups, plus two mixed cases (Austria and the United Kingdom). Italy, Portugal and Belgium are unambiguously in the first group. France also belongs to this group, even if not meeting all the criteria so clearly. All these countries have in common a moralising prevention policy. In the field of care, HW/AIDS is mainly considered in terms of its purely medical aspects and it is not welt-integrated into a comprehensive care system (one securing continuity between medical and social or psychosocial care). The distribution of care can be labelled as heterogeneous as anonymous testing and psychosocial assistance are not available in each administrative division. As regards controlling measures, the tendency in this group seems to be to extend state control of the individual. (Italy is an exception: the nominative reporting of AIDS was introduced in 1985, but removed soon after in 1986.) The research on global programme and prevention is incomplete, or relatively complete, but not well-established. Though the importance of prevention and of integration of medical and psychosocial care in the field of HIV/AIDS is recognised, public actors in these three countries have a relatively low "profile' and are not very active or quick in taking concrete measures. France is similar to these three countries in the composition of its care system and its level of monitoring and research, indicating a rather low state commitment or capacity to take concrete measures. The less moralising prevention in France can be explained by the low profile adopted (very general contents, often expressed indirectly), but also by a more open society, less dominated by Catholic morality. Strong respect for anonymity goes with the traditional French reluctance to let the state penetrate the sphere of private life.
As noted above, Austria is a mixed case. It has a similar HIV/AIDS care system and rather moralising preventative orientation to group 1 countries, but differs in its much more constraining monitoring and its rather comprehensive and well-established evaluation of the HIV/A1DS policy. These Austrian characteristics are the expression of rather traditional values and of a 'closed' society (similar to Italy, Portugal and to some extent Belgium) and of a strong will from the state to control the epidemic by legal and technical means. The systems unambiguously allocated together in the second group are the three that operate in Nordic countries. With the exception of Sweden, the general stance towards prevention is in no sense moralising, but rather addresses the issues related to AIDS directly. In this aspect, Sweden appears to be a much more traditional and severe society. Regarding other aspects, the Nordic countries follow the same pattern of an integrated and homogeneous HIV/AIDS care system, strong and extended measures of reporting and a restricted respect for anonymity. Policy as a whole is also systematically evaluated. All of these characteristics come within the general framework of the Nordic welfare state tradition. Moreover, the existence of a strong reporting system and rather restricted respect for anonymity indicates a strong will to retain state control, with formal legal and administrative means, of the whole HIV/ AIDS policy. One of the mixed cases already mentioned above, Austria, is close to Nordic countries with respect to the latter's systematic, comprehensive and well-established evaluation systems and their quite early and comprehensive reporting procedures. Austria is also particularly close to Sweden regarding its moralising prevention. The United Kingdom is the other mixed case. It is also similar to the Nordic countries regarding its care system and its extended evaluation of HIV/AIDS policy, but otherwise shares features with the third and final grouping.
The (other) countries in this third group -the Netherlands, Switzerland and (West) Germany 3 -differ from the Nordic countries only in two important aspects. First, anonymity is generally more respected; and second, their reporting systems, even if relatively strong, were elaborated much later (in 1987) and not within the framework of control on the individual. The exception to this is the Netherlands, which is consistent with the Dutch tradition of regulation: the state does not take any legislative measures as long as social self-regulation is able to cope with the situation.
To summarise the main tendencies regarding content, we observe that a homogeneous distribution of services throughout the country and a system integrating medical and psychosocial care is always associated with an early, comprehensive and systematic system of evaluation of the HW/AIDS policy. But it should be noted that the field of care should also be analysed separately, considering the health and welfare systems already established in each country in order to explain more precisely the diversity observed. A comprehensive care system can be accompanied either by strong state control on the individual (Nordic countries and the United Kingdom) or by a strong respect for anonymity and individual responsibility (as in the third group of countries). Moralising prevention can be present in a situation of weak intervention by the state with respect to concrete measures in prevention or care facilities (first group), as well as in a situation of an intense and concrete state activity (Sweden and the United Kingdom).
The welfare mixes
To classify the different welfare mixes we considered the overall prevalence of actors (public and non-profit) and the similarities between the combinations in the fields of prevention, care, control and political co-ordination. This last feature refers to the general level of participation of civil society in the definition and co-ordination of HIV/AIDS policy. A major dimension of the welfare mix in the field of prevention is the degree of centralisation of activities for general prevention; others are the general level of state commitment in this field and the division of labour between the actors. The degree of collaboration which has been established between the different kinds of actors also allows for a more precise specification of the welfare mix. The most common case is an intermediate one, with a division of labour between the actors varying according to the form of intervention. General prevention tended to be carried out by public actors and specific prevention initiatives (aimed at specific groups such as drug addicts or homosexuals) by non-profit actors, usually financed by public funds. This division of labour is generally explicit and negotiated, the public actors being conscious that they are not well suited to reaching specific groups. It can also be the result of inaction or refusal by the state to address official messages to certain groups (homosexuals in particular), as was the case in Sweden or in the Catholic countries of Southern Europe. In Belgium, the low presence of public actors indicates a limited general commitment on the part of the state, in both the French and Flemish communities. Sweden is a good example of centralisation of general prevention, strengthened by a strict division of tasks which clearly limits the action of public actors to this area. Italy, Switzerland and the Netherlands illustrate a situation of strongly decentralised prevention regarding both pubSc and non-profit actors.
For the welfare mix in the field of care, two main variants were observed, according to the division between medical activities and psychosocial care, and to specific care activities, such as terminal care for specific medical activities, and the buddy system for specific psychosocial aspects. One approach was to leave the whole field of care to non-profit actors, as is the case in the Netherlands 4 and Belgium. In another pattern, public actors take on all essential aspects of medical care and leave to the non-profit actors a more or less important role for the psychosocial aspects and for the specialised medical care (terminal care). In this second general pattern, which includes Switzerland, Germany and Austria, a more mixed system involving non-profit and public actors has developed. Another variant includes countries where public actors are more present in the general welfare mix, a situation that occurs in France and Portugal.
The welfare mix in the field of control and policy co-ordination can be illustrated, in part, by the composition of the national committee for the coordination of the HW/AIDS policy. Most of the time, these bodies have gone through several evolutionary stages. Some of them have experienced a significant change in their composition, from an exclusively public group of medical experts, public administrators and/or political elites, to a mixed composition integrating non-profit actors. Others have seen their legal status changed without modification of the composition. Two main patterns were observed. The first is reflected in a national committee composed only or mainly of public actors (Belgium, United Kingdom, Italy, Sweden, France and Portugal). In a second pattern, the national committee was created very early (1983) and non-profit actors have participated in it since the beginning (Germany) or after a delay of two or three years after the establishment of the first version of the national committee (Austria, Switzerland and the Netherlands). Sweden is a special case in which the national committee has been dissolved in order to be included in a new, more general, structure. Finally, as far as research is concerned, public actors in all countries have a quasi3exclusivity of research activities in medicine, natural science or social science (behavioural studies, evaluation of policies and so on).
Considering the general welfare mix across the different contents, three different main patterns emerge. Table 2 groups countries accordingly. There is, first, a group of countries where non-profit actors are dominant: the Netherlands, Belgium, Switzerland and Germany. The second pattern covering all other countries, except Portugal, is characterised by a balanced presence of both public and non-profit actors; and a third pattern, in Portugal only, involves the dominance of public actors. The most common configuration therefore suggests that the management of HIV/A1DS can hardly be done without a rather significant degree of participation of the non-profit actors, in certain cases quite in contrast with other fields of public health. This is notable, in particular, for Sweden (von Walden Laing and Pestoff, 1993) and Austria (Kenis and N6stlinger, 1993a) .
However, there are important variations within these patterns. In the first group, the Netherlands and Belgium clearly have the most significant presence of non-profit actors. Switzerland and Germany differ because of their more mixed character. In those two countries (though to a lesser extent in Germany), procedures and organisations bringing together nonprofit and public actors have been set up in order to elaborate, co-ordinate
and realise appropriate measures for several HIV/AIDS activities. The high prevalence of non-profit actors can be explained by the tradition of consensual politics in the Netherlands 5 and Switzerland, and the presence of important internal cleavages in these two countries and in Belgium. A complementary explanation in the case of Belgium could be that a low level of comm/tment of the state creates a strong necessity for non-profit actors to fill the gaps. In the second group, all countries display a stronger presence of public actors in the field of care (general welfare mix and general medical care). But regarding policy co-ordination, Austria differs with a presence of non-profit actors on the national AIDS committee. Austria and Germany, despite falling into different groups, have a very similar profile regarding care activities, characterised by a greater mix of actors. The mix permits, or even demands, good co-ordination between the actors. It can also produce a certain confusion over distribution of responsibilities between the actors, as seems to be the case in Germany.
The second variant within group 2 -occurring in Italy, the United Kingdom, France and Sweden -differs mainly in terms of the exclusive presence of public actors on the national AIDS committee. Italy and the United Kingdom have a similar welfare mix in care activities. Sweden, like Germany and Austria, maintains strong state control on all medical activities. In all of these cases, the state defines the HIV/AIDS policy and offers basic services (although what is considered as 'basic services" can vary a great deal between a liberal or a social democratic welfare state). The state also, in various ways, expects the non-profit actors to intervene anywhere deficiencies exist. For instance, state intervention in Italy and to a lesser extent in France, falls below the actual needs regarding HIV/AIDS, and the presence of non-profit actors is necessary to fill the gaps, even if they are not always encouraged with appropriate means. The situation is quite different in Sweden and the United Kingdom where a strong central state orgardses and controls the division of labour, but also actively supports the non-profit actors chosen for partners.
Finally, Portugal is a case apart, characterised by an under-development of care activities in general and with a welfare mix strongly dependent upon public actors.
The political process
In order to describe the political process, key events and their timing were examined. In all countries there was a first phase of non-decisionmaking and attempts to avoid dramatising the situation on the part of the public actors. However, in some countries, such as Switzerland or the United Kingdom, the administration reacted more quickly and prag-matically to the epidemic than did political actors (Setbon, 1993, p.384; Reutter, 1992, p.12; PoUak, 1990b, p.87) . As far as governmental measures were concerned, the time-lag between the first administrative measures taken to control the epidemic (compulsory reporting of AIDS cases, and the political decision on a national AIDS programme) and the development of practical and effective preventive measures addressed to the general population were considered. The difference between these several steps is not so important, but in the case of HIV/AIDS the rapidity with which the problem is treated is very important and a delay of one year in general prevention can cause additional and unnecessary suffering and deaths. With regard to non-profit actors, an attempt was made to define the moment of the first 'official' preventive message addressed to members (these actors were all homosexuals" organisations). Three different groups, plus one special case, characterise the sequence of key events (Table 3) .
Austria, France and Italy were swift (1983) in taking measures regarding the compulsory reporting of AIDS, but unable or late to elaborate an effective national AIDS programme (1987) and to take large public prevention measures. Portugal and Belgium introduced the compulsory declaration of AIDS a little later, but also failed to enact quickly an appropriate general prevention programme. The non-profit actors also tended to react later than in the other countries. In the second group, the United Kingdom and Sweden, public actors also quickly set up an administrative procedure for compulsory reporting of AIDS (1982 and 1983) . They elaborated without delay an effective and comprehensive national AIDS programme (1985 and 1986 ) and simultaneously started a first scheme of large preventive action (1986 and 1985) . Non-profit actors were swift to organise their first preventive action addressed to their members (1982 and 1981) . Switzerland and Germany had a third type of reaction, with a delay in compulsory reporting of AIDS (1987), after the (rather early) launching of a general prevention campaign (1986 and 1985) and the systematisation of a national AIDS programme (1985) . Non-profit actors were also swift in their reaction. Finally, in the Netherlands, there was a total absence of any administrative compulsory reporting procedure, delayed systematisation of prevention in a national AIDS programme and of a general campaign at the national level. This is consistent with the Dutch political administrative tradition of social self-regulation supported and financed by the state. The tendency is to limit legal and prescribing activities only to those cases in which an insufficient social response is forthcoming. The absence of administrative measures does not mean nothing was done in the Netherlands; rather that private actors could in those years cope with the situation, with non-profit organisations displaying a rapid response. 
Typologies of organisational responses to HIV/AIDS
Though several comparative studies exist in this field, the majority are limited to one aspect of the management of HIV/AIDS, or focused on some aspects to describe similarities and differences between countries. The rare attempts at building typologies that exist lie within the framework of case studies or involve small numbers of cases. These case studies are actually implicit comparisons and are problematic because they examine only one kind of response to HW/AIDS. As we have shown, however, strategies for the management of HW/AIDS differ between countries. There is no single policy solution to HW/AIDS; rather, countries differ greatly on several points, such as propagation of the infection, the availability of different services for people with HI'V/AIDS and the importance and the different role played by non-profit actors. The small numbers comparisons undertaken prior to this study have produced interesting results, but without being able to produce typologies general enough to include most of the countries presented in the previous pages. For example, Gerhardt (1991) described two ways of managing HIV/AIDS: one insisting on social control strategies and the other on individual awareness of self-responsibility. This double perspective is also present in the work of Kirp and Bayer (1992) , who propose a typology distinguishing policies of 'contain and control' on the one hand and 'education, co-operation and inclusion' on the other. Another approach is taken by Setbon (1993) . He builds a typology based on the first decisions taken regarding the management of HIV/AIDS and then proposes two different conceptualisations: the first based on HIV/AIDS regarded as a collective risk, the second based on the fear generated by HIV/AIDS. From this conceptualisation two types of management of HIV/AIDS are identified, one oriented to a harm reduction strategy and another oriented to the moralisation of HIV/AIDS. The parallels between these dichotomous approaches are evident, but we nevertheless find them too reductionist.
We believe there are several obstacles to be overcome in order to build a new typology. First, it is necessary to have a greater number of testing cases. As pointed out by Sartori (1970) , a case study guarantees a detailed and deep description, especially of the connotations of the models, but it loses meaning at the moment of generalisation. Furthermore, it is necessary to combine a specific typology of the HIV/AIDS field with a more general sodal policy typology to identify and relativise the specific character of HIV/AIDS management. Finally, all dimensions central to welfare system analysis should be appropriately emphasised. Focusing on one aspect -for instance the administrative strategies, the system of decision or the particularities of the HIV-infection -is insufficient. Although health care and national welfare systems are certainly important factors for understanding the management of HIV/AIDS, it edso seems clear that the efforts of states will not succeed without the extensive contribution of non-profit actors.
If we return to the perspectives of analysis adopted so far and relate the different institutional settings (or welfare mixes) and their integration in the political process to the different contents of HIV/AIDS policies, several groups of countries emerge. Italy, France and Portugal are very close. They have an identical political process (a rapid administrative reporting procedure which was not followed by concrete and consistent action for a relatively long time) and a rather balanced welfare mix, with low integration of non-profit actors. Their HIV/AIDS policies are also quite similar: a mainly medical orientation, with little integration of medical and psychosocial care. Finally, they have not developed strong state control of the epidemic.and have not evaluated the whole HW/AIDS policy. Except in France, their prevention has been rather indirect and traditionary moralising: the culpability of people with HIV/AIDS is attributed to a moral fault in the sense of lack for respect for traditional values.
Sweden is the centre of a second group, to which the United Kingdom and Austria also belong in certain aspects. They have a balanced welfare mix with an orientation towards mixed bodies which gives slightly more space to non-profit actors in the decision-making process (particularly in the Austrian case). All of these countries developed a rather strong system of evaluation and control of the individual, though it is much stronger in Sweden. Their prevention has a clear (rational) moral slant: clear condemnation of any irrational behaviour regarding the objective aspects of HIV/AIDS (transmission, protection and so on). They took quick and consistent measures, with a care system oriented to the integration of medical and psychosocial services all over the country (except for Austria). Moreover, their control system is strong; reporting of HIV/AIDS is compulsory and nominative for AIDS or AIDS and HIV positive tests (except in the United Kingdom). Beyond minor variation in the contents and political process, they share a general approach and demonstrate an affirmative will to keep the whole HW/AIDS policy under state control, even if non-profit actors are active and supported by the state. The Netherlands and Switzerland form a third group with a similar pattern of a majority of non-profit actors in their welfare mix. Their policy is comprehensive and well elaborated, oriented to a neutral discourse of prevention, an integration of medical and psychosocial care and a developed system of evaluation. Concrete measures were quickly taken in the fields of prevention and care. The only difference lies in the compulsory reporting of HIV/AIDS, which is developed in Switzerland (although later than elsewhere) and absent in the Netherlands. Germany is close to those two countries, having the same type of welfare mix and promoting similar measures in the fields of care, prevention and control.
Belgium is a mixed case, very similar to the Netherlands and Switzerland regarding the welfare mix and to Italy and Portugal for its medical approach and lack of an integrated HIV/AIDS care system, for its weak evaluation system and finally for its rather moratising prevention.
By classifying in this way the scope of responses to HIV/AIDS, we finally arrive at three general models to describe the management of HIV/AIDS, allowing for a certain number of intermediate cases. We consider each of these in turn.
Neo-conservative management
In this model, reactions to HIV/AID6 are slow and fragmented, taken more under emergency conditions than through logical planning. The political administrative measures are not followed by concrete and consistent action. The prevention campaigns are characterised by moralising and/or indirect messages. The care infrastructures tend to follow the logic of HIV/AIDS medicalisation. No special importance is given to psychosocial aspects of HIV/AIDS, either in the services available for people with HIV/AIDS or in the prevention campaigns, which do not have solidarity or anti-discrimination messages or have included them only recently. The legal provisions for reporting and the evaluation systems are not developed or even are non-existent. Thus, the disease is managed through pre-existing services in an inclusive approach and within the framework of a minimal public infrastructure. Non-profit organisations representing the categories of people most affected by HIV/AIDS are expected to fill the (numerous) gaps. Italy and Portugal are good examples of this type of management. France presents most of the main characteristics of the neo-conservative model, which are, however, 'softened', partly because French society is more open and less dominated by the Catholic tradition. The French state is also more interventionist than in Italy or Portugal, although not in the tradition of a strong welfare state.
Technocratic management
In the technocratic management model, responses to HIV/AIDS are characterised by institutional settings in which public actors play a central and driving role. Non-profit actors are considered as partners in the pursuit of specific and well-determined activities. Measures are taken quickly and the programmes set up evidence, creating a rationalising discourse. Messages covering prevention in general have a direct formulation and are rationally moralising. Medical care infrastructures are rationally adapted to the psychosocial situation of people with HW/AIDS; state control is clearly present in the combination of an extended compulsory reporting system and an important and systematic evaluation of the whole HW/AIDS policy. Technical measures are considered appropriate to respond to HIV/AIDS. The management of HIV/AIDS is characterised by an inclusive approach, which means an integration of HIV/AIDS measures into the traditional and already existing services of a strong welfare state. A good illustration of this type of management is Sweden and, to a lesser extent, the United Kingdom.
"Societal" management
This type of management is characterised by institutional settings stimulating synergy between public and non-profit actors. Centres of planning are mixed, and public actors play a role in promotion and supervision. The prevention campaigns are differentiated, including all kinds of messages, but promoting the 'secular' ones; that is, those which are direct and not or only slightly moralising. The declared objective of prevention is to achieve awareness and to encourage responsible behaviour. The legal provisions for compulsory reporting are not very developed (or were developed late) while evaluation instruments are systematically applied in all fields. The care of people with HIV/AIDS is included in specialised public services and done by non-profit organisations (newly created or pre-existing) in close collaboration. The Netherlands and Switzerland are good illustrations of this model. Germany, with some restrictions regarding synergies between actors, is close to this type of HIV/AIDS management.
A mixed case
Finally, Austria has adopted aspects of all three models: medicalisation and moralising aspects of the neo-conservative model, a rather strong system of state control on the HIV/AIDS policy from the technocratic model, and institutional settings promoting synergies between public and non-profit actors from the 'societal' model.
Relationship to classical typologies?
Our typology only partly corresponds with classical typologies of the social state or models of welfare. In particular, the most common typologies differentiate a 'social democratic' model from 'liberal' or 'conservativecorporatist' models (see Esping-Anderson, 1990 or Schmidt, 1988 . Compared to these typologies, our proposal of a neo-conservative model demonstrates some analogies with the conservative-corporatist model, while our technocratic model is close to the social democratic model. But our 'societal' model is more remote from the classical typology, though it does include a few elements of the liberal model.
One can ask whether classical models or typologies of the welfare state help to understand the social challenge of HW/AIDS, which presents three fundamental problems most social policies must negotiate. First, HIV/AIDS has created a situation of collective risk which the state has to manage through rapid and appropriate responses. The second problem concerns the complexity of HIV/AIDS, for the management of which none of the social actors -neither the state, the market, or the society alone -possesses all the necessary competencies. To face the challenge of complexity, the state has therefore not only to rely on all actors of the welfare system, it has also to co-ordinate their action to produce a globally adapted response. Thus the exchange of competencies is essential and, to allow for this, the exchange of information must also be promoted. The promotion of such exchanges implies the creation of processes, instruments, places and moments which gather all actors -public and non-profit -at the different levels of the HIV/AIDS policy: elaboration, co-ordination, realisation and evaluation. The third problem concerns the degree of differentiation of the response to HW/AIDS. In a situation of pluralisation of lifestyles, cultural patterns and social values, it has become impossible to give a uniform and centralised response to many present-day social problems. The challenge for the state lies in its capacity to organise a differentiated response. Considering explicitly and systematically the totality of actors and the relationships existing between the different welfare mixes, the different contents realised in actual actions and provisions and the integration of HIV/AIDS into the political process of decision and creation of rules and institutions, allows us to evaluate the way chosen by each country to respond to HW/AIDS.
In the case of the neo-conservative model, the state is central in the institutional setting, but it is characterised by different forms of minimalism. In this model non-profit actors enjoy an extended sphere of activity, the minimalist state being liberal or corporatist. They should therefore be well positioned to respond to most needs. But limits do exist. Some limits are linked to the cultural context (which may be religious or influenced by traditional values) or to the economic situation (scarce financial resources). Other limits appear due to social complexity. Indeed, consistent management of HIV/AIDS, with a range of services adapted in quality and quantity to the needs seems difficult to achieve without co-ordination between the actors present in the field and without a realistic solution for financing the associated costs.
In the technocratic model the large presence of public actors reduces the room for manoeuvre of non-profit actors (which does not necessarily imply a reduction of their action in everyday practice). The presence of non-profit actors in co-ordination instruments is almost nil, both at the level of the elaboration of HIV/AIDS policy and in everyday practice. This welfare mix of a strict division of labour between actors, decided by the state, suggests a rather authoritarian and limitative integration of non-profit actors which is compensated by a strong support to the non-profit actors selected and 'patronised' by the state. This last aspect permits the introduction of relative flexibility regarding the demands of a pluralistic society, but also reveals that some non-profit actors can be excluded to a certain degree from the HIV/AIDS field due to a lack of state support. The absence of the mixed presence of actors also suggests possible difficulties for non-profit actors in expressing new needs or needs which do not correspond with officially established positions. The rather significant degree of conflict observed in Sweden may reflect, at least in part, this lack of opportunity to express differences or disagreement within the framework of recognised political administrative -formal or informal -procedures. Therefore, most of the time differences of opinions or propositions for innovation can be expressed only outside the political system. To be functional, the technocratic model needs a relatively homogeneous society or at least presupposes strong support for the system on the part of its members. This support may be partly the result of a political culture but also implies that the members are satisfied with the services produced and by the way they are produced. The main danger which threatens this model is a decline in loyalty towards it by its members.
In order to function, the 'societal' model requires an administrative structure which is consistent and relatively independent from political power. In such a system, co-ordination mechanisms at different levels of HIV/AIDS policy accommodate social complexity. The existence of several 'entrance doors' in the system allows the expression of a differentiated response, adapted to a pluralistic society. The legitimacy of the societal system rests not only on a high level of political and social consensus on objectives and on the general political line adopted, but also on the effectiveness which has to be proven regularly in order to continue in the same direction and to legitimate the whole HW/A1DS policy. As far as the plurality issue and the point of view of the non-profit actors are concerned, there are risks. They can pass from a situation of co-operation, in which the specifications of the different actors are recognised and even promoted, to a situation of assimilation, thereby losing their specificity and part of their raison d'etre (to introduce plurality and even innovation into the system). Some of them also risk being excluded, with the same implications. Indeed after a while, there is usually a stabilisation of the HIV/AIDS network with the risk of shutting off the door to new actors and creating a possible deficit in the innovative potential of the model and a growing rigidity of its institutional settings.
Towards new co-operatlon patterns
There is certainly no definitive answer to the question as to the way in which the necessary changes will be achieved. But we believe that the analysis reported here, while still global, provides some indications for the paths to follow in order to identify factors of innovation. For instance, it appears that new forms of collaboration between non-profit and public actors are essential and should be analysed carefully. We can note that all of the countries analysed above -whatever the model they belong to -have tried to establish social regulations by relying, to some degree, on non-profit actors for the management of I-UV/AIDS. This was clone in a more or less conscious attempt to face, to some extent at least, the complexity of the problem and to 'master' the most controversial and sensitive aspects of HIV/AIDS policy. The 'societal" model which integrates non-profit actors more and promotes synergies between the actors is also the one most remote from the classical typologies. The strategic integration of all social actors as representatives of micro-solidarities (Evers and Wintersberger, 1990 ) and the promotion of co-ordination of non-profit and public actors in networks allowing differentiation -without forgetting the cultural and institutional context of each country -should enable renewed thinking about the objectives and the related crisis of the welfare state. We should thus be able to move beyond the excluding trilogy of state-market-community and also beyond the debate setting neo-liberals against (conservative) social democrats to develop new instruments for the management of social problems. Amaro (1990) , Amaro et aL (1992) , Anciaux and WeLl (1992) , Butschi and Cattacin (1994 ), de Vroom (1990 , de Vroom and Kester (1990 Kester ( , 1991 , Fasolo (1993) , Guzei et al. (1992) , N/~stlinger (1993a, 1993b ); Kester and de Vroom (1993) , Peeters (1993) , Pestoff et al. (1990 ), yon Walden Laing (1991 , yon Walden Laing and Pestoff (1993) . 3 We do not consider the former East Germany here. But we can note that the situation, at least before November 1989, appeared similar to countries in the second group. The case of the Netherlands requires further analysis. A fuller examination of the health system and the global context of social policies is needed, because special characteristics -in particular the fact that all hospitals are private foundations -could possibly distort our results. In the Netherlands, many non-profit actors are actually associations of health professionals to which the state 'delegates' public tasks.
